Noninvasive home ventilation was started at a median age of 11.5 years. In all, 21 (41.2 %) children were reported to be compliant with treatment. Univariate analysis revealed that the female gender (p = 0.017), presence of asthma (p = 0.023), presence of genetic syndromes (p = 0.023), use of bi-level ventilation versus continuous positive airway pressure (p = 0.027), and funding from the social work department (p = 0.049) were associated with compliance with noninvasive home ventilation. Logistic regression revealed the presence of asthma (p = 0.008) and female gender (p = 0.047) to be significantly associated with compliance with treatment. However, factors such as counselling prior to initiation of treatment, severity of obstructive sleep apnoea before initiation of treatment, obesity, use of humidification, and polysomnogram indices were not found to be associated with treatment compliance.
I NTRO D U C TIO N
Obstructive sleep apnoea is a significant cause of morbidity; it affects the central nervous system, as well as the cardiovascular, metabolic, endocrine and growth systems. (1) In otherwise normal children with obstructive sleep apnoea, adenotonsillectomy is often the first treatment option. (2) Studies have shown that up to 60% of children with obstructive sleep apnoea can be cured with adenotonsillectomy. (3) However, in children with other comorbidities such as obesity, genetic or metabolic syndromes, and craniofacial abnormalities, adenotonsillectomy may not succeed in curing obstructive sleep apnoea. (4) (5) (6) As adenotonsillectomy is only successful in 33%-46% of obese children with obstructive sleep apnoea, there is an increasing need for noninvasive ventilation in this group of children. (7, 8) Since the advent of noninvasive ventilation via a facemask interface in the 1980s for adults with obstructive sleep apnoea, noninvasive ventilation is recognised as an effective treatment of obstructive sleep apnoea in children as young as 2 years old. (9) Nevertheless, even though treatment of obstructive sleep apnoea is available and effective, the acceptance of, and compliance with, noninvasive home ventilation is not universal. (10) Compliance with noninvasive home ventilation in adults has been reported to range from 46% to 76%. (11, 12) However, data on compliance with such treatment in children is lacking.
We hypothesise that compliance with noninvasive home ventilation is suboptimal in children with obstructive sleep apnoea. Thus, the aim of this study was to determine compliance with noninvasive home ventilation in children with obstructive sleep apnoea and the factors affecting this compliance. or the first clinic visit. Hypertension was defined as a blood pressure above the 95th percentile for age, height and sex. (15) Obesity was defined as a body mass index above the 95th percentile for sex, based on available local data. 
M E TH O DS

RESUlTS
Data on the 51 children were analysed. Demographic data of the children are shown in Table I . The most common complaints encountered during respiratory consultation are as follows: (Table II) .
Logistic regression analysis revealed that only the presence of asthma and female gender were significantly associated with compliance with noninvasive ventilation (Table II) were not found to be more compliant with noninvasive ventilation than those who were asymptomatic. In our study, there was no significant difference between the polysomnogram indices (before institution of noninvasive ventilation) of the children who were compliant with treatment and those who were not compliant (Table III) . Acceptability of continuous positive airway pressure titration studies, as graded by the American Association of Sleep Medicine, (17) was also not associated with treatment compliance (p = 0.53).
D I SCU S S IO N
In the present study, less than half (41.2%) of the children were reported to be compliant with noninvasive ventilation -lower than that reported in adults. (11, 12) A randomised, controlled, doubleblind study by Marcus et al (10) that looked at compliance rates Kabuki, incontinentia pigmenti, CATCH 22, Pierre Robin, and Goldenhar. ‡Neurodevelopmental delay such as those due to autism and other unknown causes of developmental delay. § Funding for noninvasive ventilation treatment could not be determined in three children. Therefore, the percentages in this category were calculated using a sample size of 48. BiPAP: bi-level positive airway pressure; CPAP: continuous positive airway pressure; MSW: medical social worker; NIV: noninvasive ventilation presence of side effects of the treatment, and the perceived impact of the disease on their life. (18, 19) In this study, logistic regression revealed that the female gender and the presence of asthma were significant factors affecting compliance with noninvasive ventilation. The female gender as a significant factor leading to better compliance with noninvasive ventilation has also been shown in adult studies, but this has not been consistently replicated. (20, 21) A lower level of motivation and lack of realisation of illness in males, as compared to females, may be related to this finding. Additionally, our study also found that children with asthma were more compliant with noninvasive ventilation. This novel finding can perhaps be explained by these children's increased contact with healthcare professionals who may emphasise the importance of compliance with medication and treatment.
The most common reasons for noncompliance in our study were patient refusal and the presence of side effects, especially nasal symptoms. This was also demonstrated in a study by Baltzan et al, which reported that the two common side effects, nasal congestion and mouth leak, were associated with poor compliance in adults. (22) However, in our study, humidification (which has previously been shown to reduce nasal symptoms) and improved compliance with noninvasive ventilation were not associated. (23) This may be because humidification is usually prescribed to children with poor compliance to treatment.
Although education has been shown to play an important OAHI: obstructive apnoea hypopnoea index; RDI: respiratory distress index; REM: rapid eye movement role in improving compliance with any form of treatment, (24) noninvasive ventilation education did not improve treatment compliance in the present study. However, this may be because the educational service had only just started and not all children were counselled at treatment initiation. It has also been shown that early education and intensive follow-up that start within the first few weeks of initiation of noninvasive ventilation improve treatment compliance. (21, 24) Hence, perhaps in the management of children who need noninvasive ventilation, there should be a focus on intensive education and individualised support throughout the first few weeks of initiating noninvasive ventilation.
As our study is a retrospective one, data on compliance with noninvasive home ventilation was not formally assessed but was instead dependent on parental reports. This usually results in an overestimation of treatment compliance. The reliance on parental reports rather than on device memory is unavoidable as the required equipment (machines with inbuilt memory chips) is expensive and not subsidised by our local healthcare service, thus not all our patients may be able to afford it. Our study size was also small, which may have affected the power to detect statistically significant differences between the compliant and noncompliant patients.
Nonetheless, this study has illustrated that treatment compliance is currently suboptimal and greater efforts are required to improve compliance.
In conclusion, only 41.2% of the children in the present study were compliant with noninvasive ventilation. Improved 
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